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ABSTRACT
CONCURRENT REPORTING OF ADVERSE CHILDHOOD EXPERIENCES
AMONG PERSPECTIVES OF ADOLESCENTS AND CAREGIVERS
Kate J. Berghuis
July 20, 2021
The consequences of Adverse Childhood Experience (ACE) events in youth have
predominantly been studied through retrospective studies that assess adults’ first 18 years
of life or caregiver report of ACEs in youth. Reliance on only caregiver report to discern
ACEs is a limitation amongst prior studies as research has found that caregivers tend to
underestimate ACEs among their children, and there is even a greater discrepancy of
reporting between caregivers and youth 12 years and older. Therefore, this study
investigated concurrent reporting of self-report ACE scores in adolescents – defined in
this study as 12 to 20 years old – and caregiver-reports of their adolescents’ ACE scores.
Adolescents from three primary care clinics (N = 22; 63.6% Black/African American;
54.4% male) completed the Whole Child Assessment, while caregivers of the adolescents
completed the Adverse Childhood Experience measure on behalf of their adolescent.
Caregivers, whom all identified as women, ranged in age from 36 – 52 years old (N = 22,
63.6% Black/African American). Contrary to the hypothesis, ACEs reported by
adolescents and caregivers were not significantly different (t(21) = 1.44, p = .19).
Contrary to the prediction, adolescents did not report a higher mean ACE score compared
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to the caregiver’s report of the adolescent’s ACE score. The results have implications for
identifying adverse experiences and connecting adolescents with resources to intervene
and potentially negate harmful outcomes. Healthcare workers in the primary care setting
who screen for adverse experiences may benefit from these findings to identify that a
caregiver report does appear to accurately detect an adolescent’s ACE score in the
primary care setting. These findings can lead to earlier detection of ACEs and mitigate
the impact of long-term health outcomes. Additionally, accurate identification of ACEs
has the potential to connect adolescents with appropriate resources.
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CHAPTER I
INTRODUCTION
In 2017, the Administration on Children, Youth, and Families estimated that
674,000 children, or 9.1 per 1,000 children, were victims of maltreatment – defined by
physical abuse, sexual abuse, psychological abuse, and neglect – nationwide (U.S.
Department of Health and Human Services, 2019). The Center for Disease and Control
(CDC, 2012) estimated the national lifetime economic burden associated with adverse
childhood experiences (ACEs) was approximately $124 billion, but a sensitivity analysis
with a more conservative rate estimated the total to be as large as $585 billion (Fang et
al., 2012), which represents new fatal and non-fatal cases of adverse childhood
experiences in 2008 (Gerson & Corwin, 2015). This indication signifies the actual total
cost could be much greater. Extensive literature has established the detrimental long-term
effects on individuals who are exposed to ACEs including physical health conditions
(e.g., chronic obstructive pulmonary disease, heart disease; Danese et al., 2009),
developmental delays (Burke et al., 2011), reduced health-related quality of life (Corso et
al, 2008; Felitti et al., 1998; Lanier et al., 2017) and poor mental health (Hughes et al.,
2017; Kalmakis & Chandler, 2015; Liu, 2017). This significant personal suffering and
societal costs justify the importance of prevention efforts to combat ACEs.
ACEs have been widely operationalized in prior literature (e.g., childhood
maltreatment, childhood trauma, childhood stressors) to cover the severity and chronicity
of the occurrences. For consistency throughout this paper, the term ACEs will be used to
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encapsulate abuse (psychological, physical, and sexual), neglect (physical and
emotional), and household dysfunction (domestic violence, substance use,
psychopathology among family members, separation of caregivers, and imprisonment)
that has ever occurred in an adolescent’s life. When ACEs occur, research has signified
that an adverse experience seldom occurs independent of another event (Felitti et al.,
1998). Felitti and colleagues (1998) found when a person endorsed one ACE there was an
87% likelihood they experienced a second ACE and a 50% chance a person experiences a
third ACE if they experienced two. Given the physical and mental health conditions
associated with ACEs, it is unsurprising that individuals who endorse 6 or more ACEs
have shown to have a decreased life expectancy of about 20 years (Felitti et al., 1998).
The increased knowledge around inauspicious outcomes in adults is one motive for
researchers to intervene on the short-term outcomes affiliated with youth. Although early
detection of ACEs in youth has yet to be comprehensively implemented, it has the
potential to prevent and/or ameliorate the adverse effects of ACEs on youths’ health.
However, the literature has notable gaps in its assessment of ACEs among youth.
Concurrent Reporting Among ACEs in Youth
Literature examining the consequences of ACEs in youth have predominantly
been studied through retrospective studies that assess adults’ first 18 years of life or
caregiver report of ACEs in youth. While the use of retrospective studies and caregiver
reports have been frequently used, these reports have methodological limitations as the
results using such designs can produce bias and measurement error. For instance,
Fergusson and colleagues (2000) found relatively unstable test-retest reliability (k = .45)
on ACEs reported retrospectively, and literature has found the current health status of
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individuals to impact recollection of past ACEs (Schraedly et al., 2002). In addition,
when a caregiver completes a questionnaire on behalf of their child(ren) they act merely
as a proxy. Caregivers’ reports may be biased due to how they understand and express
their perceptions of the youth’s circumstances (Sturgess et al., 2002). Research has also
established discrepancies between caregiver and child reports in regard to the youth’s
ACEs, with caregivers typically underestimating the experiences of the youth, especially
when the experiences occur outside of the home environment (Ceballo et al., 2001;
Oransky et al., 2013; Stover et al., 2010; Thomson et al., 2002). For instance, a study
conducted by Heleniak and colleagues (2016) examined the concurrent impact of ACEs
among a sample of 439 adolescents in which 7.9% of the participants (52.4% White) had
been exposed to ACEs. Results from the study demonstrated that youth who endorsed
exposure to physical, sexual, and emotional abuse using self-report measures reported
higher levels of internalizing and externalizing behaviors, whereas parent-report signified
that only emotional abuse was affiliated with externalizing symptoms. Additional data
indicate that discrepancies between caregiver and youth reports of ACEs have been
shown to increase as youth enter adolescence (Ceballo et al., 2001; Oransky et al., 2013).
With the limited number of participants endorsing exposure to ACEs and more than half
of the sample identifying as White (Heleniak et al., 2016), it is possible there could be
larger differences of reported behaviors among youth and their caregivers if a more
diverse sample who endorsed a greater number of ACEs were to be examined. These data
underscore the importance of considering youth report when assessing ACEs.
The use of screening measures to assess for ACEs in pediatric primary care
clinics is one way to identify and intervene with youth who are at risk of developing
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detrimental outcomes affiliated with ACEs (Bethell et al., 2017; Koita et al., 2018;
National Scientific Council on the Developing Child, 2014). Practitioners within these
clinics are uniquely positioned to screen for exposure to ACEs among children and
adolescents since over time practitioners develop a trusting relationship with their
patients and their families, which can facilitate the disclosure of ACEs (Garner et al.,
2012). Additionally, pediatric practitioners are trained in disease prevention and
understand the criticality of a holistic approach to impact youths’ physical and mental
health (Oh et al., 2018). Screening within a pediatric primary care clinic has been found
to be advantageous for two essential reasons. First, the screening process can prevent
further exposure to ACEs given that practitioners provide psychoeducation for caregivers
around the relationship between ACEs and negative outcomes (Oh et al., 2018). Second,
screening can guide clinical care by identifying patients who endorse ACEs (Oh et al.,
2018). Thus, routine screening for ACEs at pediatric well-child visits (i.e., preventative
care check-ups) would be beneficial for early detection and have the potential to prevent
a lifetime of issues. Screening for ACEs in youth may provide the awareness to acquire
appropriate services for youth and their families.
The Current Study
A plethora of evidence supports outcomes such as physical health conditions (e.g.,
chronic obstructive pulmonary disease, heart disease; Danese et al., 2009), developmental
delays (Burke et al., 2011), reduced health-related quality of life (Corso et al., 2008;
Felitti et al., 1998; Lanier et al., 2017) and poor mental health (Hughes et al., 2017;
Kalmakis & Chandler, 2015; Liu, 2017) across the lifespan, yet short-term outcomes in
youth have been understudied. Thus, this study will expand on the literature to explore
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concurrent reporting of self-report ACE scores in adolescents – defined in this study as
12 to 20 years old – and caregiver-reports of their adolescents’ ACE scores for early
detection of ACEs in youth. Reliance on only caregiver report to discern ACEs is a
limitation amongst prior studies. Data indicates that caregivers tend to underestimate
ACEs among their children (Ceballo et al., 2001; Oransky et al., 2013; Stover et al.,
2010; Thomson et al., 2002). Therefore, this study will aim to identify if there is a
statistically significant difference between scores of the adolescents’ self-report ACEs in
comparison to their caregivers’ report of the adolescents’ ACEs. Precisely, the authors
expect the adolescents to report a higher ACE score compared to the caregiver’s report.
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CHAPTER II
METHOD
Participants
Participants between the ages of 12 and 20 and their caregivers were identified
from three pediatric primary care clinics. However, all adolescents and caregivers except
two pairs – meaning the adolescent and their caregiver – came from a clinic in a
metropolitan city in the southern United States that primarily treats families and patients
who identify as people of color (roughly 81.6%) with a median household income of
approximately $26,000 (U.S. Census Bureau, 2009). Our sample comprised of 22
adolescents, ranging in age from 12 to 20 years old (M = 15.45, SD = 2.15), whom 12
identified as being male (54.5%). Of the adolescents, 63.6% (n = 14) identified as being
Black/African American, 31.8% (n = 7) as White/European American, and 4.5% (n = 1)
as American Indian/Alaskan Native.
Caregivers were ranging in age from 36 to 50 years old (M = 43.38, SD = 5.53)
and all caregivers identified as being women. Majority of the caregivers identified as
Black/African American (63.6% or n = 14), with 36.4% (n = 8) identified as being
White/European American. Twelve of the caregivers (54.5%) identified as having some
college, a high school diploma, or less than high school for education level, while 10
caregivers (45.5%) reported having a technical degree or more for education level. Eight
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caregivers (36.4%) identified as being single, an additional eight (36.4%) identified as
being married, four (18.2%) identified as being in a relationship, one (4.5%) indicated
they were divorced, and another caregiver (4.5%) reported they were separated. Nearly
all caregivers (86.4% or n = 19) reported they were the primary caretaker of the
adolescent. Over half stated that there were two caretakers for the adolescent (59.1% or n
= 13), with 8 participants stated living in a two-caretaker household (36.4%). Twelve
caregivers (54.5%) reported being currently employed and there was a range of annual
household income from $9,200 to $300,000. Ten of the participants (45.5%) reported
having an annual income of $50,000 or less, and six caregivers (27.3%) did not report an
annual income.
Measures
Whole Child Assessment (WCA). The Whole Child Assessment (WCA; MarieMitchell et al., 2019; Marie-Mitchell & O’Connor, 2013) is an instrument designed to be
used during well-child visits to identify and address factors most essential for health
outcomes. The WCA is applicable for ages 0-20 years old and is broken down by various
age groups; however, this study will focus on the self-report versions of the assessment
for 12 to 17 and 18 to 20-year olds. The WCA encapsulates questions pertaining to
exposure and risk of ACEs, safety, substance use, mental health, relationships, sleep,
physical activity, nutrition, dental care, tuberculosis risk, and interval history. Although
the WCA measures a wide range of health-related variables, only the 10 questions
pertaining to ACEs will be utilized for the purpose of this study. The ACE questions in
the WCA embody the same themes the adult ACE questionnaire assesses, including:
abuse (psychological, physical, and sexual), neglect (physical and emotional) and
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household dysfunction (domestic violence, substance use, psychopathology among
family members, separation of caregivers, and imprisonment; Felitti et al., 1998). If
participants respond to an ACE question positively, signifying they do experience this
event asked, or in a neutral manner (e.g., unsure), they are then given a score of 1. The 12
items are summed to give a total possible score of 12. However, four of the questions on
the WCA are the result of two questions being separated from the original ACE measure
(Felitti et al., 1998); thus, the score on the WCA can be summed for a total of 10. As this
is a new measure, psychometric properties are still being collected (Marie-Mitchell et al.,
2019). A Cronbach’s alpha of .70 (95% CI = .47 - .86) was found in our study.
Adverse Childhood Experiences (ACE). The Adverse Childhood Experiences
questionnaire (ACE; Felitti et al., 1998) was developed to retrospectively assess 10 types
of childhood adversity among three domains: abuse (psychological, physical, and sexual),
neglect (physical and emotional) and household dysfunction (domestic violence,
substance use, psychopathology among family members, separation of caregivers, and
imprisonment of a household member). The total ACE score is summed ranging from 0
to 10 (0 = no, 1 = yes); thus, the higher the ACE score the more childhood adversities the
respondent was exposed to. Caregivers will be given an ACE questionnaire to fill out on
behalf of their adolescent pertaining to the entirety of their adolescents’ life thus far. ACE
questions have been shown to have utility in pediatric settings and used as screening
protocols (! = 0.88; Murphy et al., 2014). The scores from our study illustrated a similar
Cronbach’s alpha of .81 (95% CI = .66 - .91).
Procedure
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The author received study approval from the University of Louisville and Norton
Healthcare’s Institutional Review Boards before conducting the study in the pediatric
primary care clinics. The clinics are private, not-for-profit, community based primary
care clinics. Data collection took place during initial intakes or follow-up sessions with
the social worker and psychologist or during well-child visits with the medical provider.
Specifically, the WCA was given to the adolescent and their caregiver completed the
ACE questionnaire on behalf of the adolescent. If the adolescents or caregivers were
unable to decipher what a question stated or had difficulty reading, they could ask for
assistance from the practitioner administering the measures if conducted in person or
reach out to the psychologist or social worker if completed online.
Normally, the medical provider met with an average of 3 to 7 adolescents per
week, the psychologist met with an average of 10 adolescents per week, and the social
worker met with another 5-10 adolescents per week (roughly 18 to 27 adolescents seen
per week); however, these averages drastically changed during the COVID-19 pandemic.
Although prior literature in primary care clinics have indicated somewhere between 75 to
90% of participants will agree to participate in studies located in pediatric primary care
clinics (Dubowitz et al., 2008; Polaha et al., 2011), data collection for this study was
unique due to the global COVID-19 pandemic. Circumstances associated with the
COVID-19 pandemic, such as social distancing and limiting in-person contact, reduced
the percentage of in-person adolescent appointment show rates. The pediatrician at the
primary clinic where the data was collected estimated that show rates for adolescents
dropped to approximately 15% of the typical show rates during the COVID-19 pandemic.
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To assist with recruitment, researchers collected data in person as initially planned as
well as through an online survey platform, Qualtrics.
No incentives were given to the caregivers and adolescents for their participation
in data collection. All adolescents and caregivers were provided follow-up information
and resources, regardless if an ACE was endorsed. Standard reporting policies involving
risks and adverse events for youth were implemented for the clinics
(https://www.hhs.gov/ohrp/regulations-and-policy/guidance/reviewing-unanticipatedproblems/index.html), which have been predetermined by the healthcare system and the
Office for Human Research Protections.
Statistical Analyses
Missing data. Due to the opportunity for researchers to review the measures
while in the room with the adolescents and caregivers, and the forced response option on
Qualtrics, there were no missing data to address.
Assumptions and data cleaning. The relevant assumptions were checked, and
data were cleaned prior to conducting analyses. In a paired-samples t-test, the following
assumptions must be examined: normality, linearity, absence of outliers, and
homogeneity of variance. In order to determine whether data are normally distributed, the
differences between the caregiver-report ACE scores and the adolescent ACE scores was
computed and then checked to see if the variable was normally distributed (Field, 2013).
An examination of skew and kurtosis and an examination of P-P plots was used to assess
normality (Osborne, 2013). To examine the skew and kurtosis, a Kolmogorov-Smirnov
test was conducted. A significant value (p < .05) indicates a deviation from normality
(Field, 2013). Our data was non-significant (p = .20) indicating the scores did not deviate
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significantly from normal. Based on an examination of histograms, skew and kurtosis,
and P-P plots, it was determined that both outcome variables were normally distributed
(skew = 0.49, kurtosis = 0.95). The linearity assumption was tested with visual inspection
of scatter plots. The scatter plots revealed a weak positive correlation. Outliers will be
removed if a data point is three or more standard deviations from the mean (Osborne,
2013). After review of the boxplots, there were four extreme values that were roughly
two and a half standard deviations from the mean; thus, the data remained included in the
study. The assumption of homogeneity of variance was addressed using Levene’s test. A
test of homogeneity of variance was conducted by doing a one-way ANOVA on the
deviation of scores, which is the deviation between each score and the mean of the group
from which it came (Field, 2013). If p > .05 then the assumption of homogeneity of
variance has been met (Singer & Willett, 2003). The test of homogeneity of variance
determined that the assumption was met (p > .05) and therefore, the analyses can be
conducted as planned. Standardized mean differences, Cohen’s d, were calculated for the
effect size as this method has been deemed best practice (Cohen, 1988). Cohen’s d
examines differences between two group means and is then divided by the pooled
standard deviation.
Analytic plan. The current study used SPSS 27 to conduct a paired-samples t-test
in order to compare the mean difference between adolescents’ ACE score and caregivers’
report of their adolescent’s ACE score. The standard deviations of the differences
between the means, and the standard error of the adolescents’ and caregivers’ adverse
childhood scores are be reported.
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Prior to the COVID-19 pandemic, an adequate sample size to detect a statistically
significant relation between the differences of self-report and parent-report of the ACEs
was determined to be 200. This sample size was concluded using an a priori power
analysis (G*Power 3.1 statistical power analysis program; Faul et al., 2009) with an alpha
of .05, power of .80, and a small effect size (Cohen, 1988). However, due to the impact of
the COVID-19 pandemic on data collection, in agreement with the dissertation
committee, the author deemed collecting at least 20 participants for each group –
adolescents and caregivers– as feasible and sufficient for the purpose of this dissertation.
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CHAPTER III
RESULTS
Primary Analyses
Means, standard deviations, internal consistencies, and intercorrelations among
the ACE and WCA scales are presented in Table 1. The caregivers’ report of adverse
experiences for the adolescent using the ACE measure ranged from scores of 0 to 7 (M =
2.18, SD = 2.26), and the adolescents’ scores ranged from 0 to 8 (M = 3.00, SD = 2.23).
Adolescents reported the highest ACE score as “Are your parents separated, divorced, or
not living together?” (n = 15, 68.2%) following with the same number of adolescents
stating, “Has your parent or anyone you ever lived with been arrested, deported, gone to
prison, jail, or another correctional facility?” (n = 10, 45.5%) and “Was your parent or
anyone you ever lived with depressed, mentally ill, or suicidal?” (n = 10, 45.5%).
Conversely, caregivers’ highest rating of an ACE was “Were your parents ever separated
or divorced?” (n = 15, 68.2%) followed by “Was a household member depressed or
mentally ill or did a household member attempt suicide?” (n = 7, 31.8%) and then “Did
your adolescent live with anyone who was a problem drinker or alcoholic or who used
street drugs?” (n = 6, 27.3%). Figure 1 provides the difference in scores between
adolescents’ and caregivers’ report of adverse experiences. The difference in mean scores
for the adolescents’ self-report ACE score and the caregiver’s report of the adolescent’s
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ACE score (M = .82, BCa 95% CI [-.36, 2.00], was non-significant t(21) = 1.44, p = .19,
d = .37.
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CHAPTER IV
DISCUSSION
The purpose of our study was to fill a gap in the literature by exploring concurrent
reporting of self-report ACE scores in adolescents and caregiver-reports of their
adolescents’ ACE scores, rather than the sole reliance on caregiver report. Literature has
shown that caregivers tend to underestimate ACEs among their children (Ceballo et al.,
2001; Oransky et al., 2013; Stover et al., 2010; Thomson et al., 2002), and limited data
examining the association among caregiver and adolescent reports have shown that there
is even a greater discrepancy of reporting between caregivers and youth 12 years and
older (Shemesh et al., 2005), impacting the ability to intervene and provide appropriate
resources, as needed. Contrary to these previous findings, the data did not illustrate
significant results, indicating that there was not a significant difference between the
caregivers filling out the ACE measure on behalf of their adolescent and the adolescent’s
report of adverse experiences. This finding suggests that ACEs can continue to be
examined from the caregivers’ perspective, which is typically happening in the primary
care setting. However, given the small sample size of the study, further exploration is
warranted to discern if these findings continue to hold true in larger studies.
As mentioned, one explanation for the non-significant finding between the mean
scores of the self-report and caregiver-report ACEs of the adolescent could be due to the
limited sample size. When examining the sample size needed post hoc to find sufficient
statistical power, a sample size of 232 participants is recommended. Thus, 116
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adolescents and 116 caregivers would have been needed to detect a statistically
significant difference between self-report and parent-report of the ACEs, should one
exist.
Another explanation for the non-significant finding between the mean scores
could be due to the differences between this study and the studies that show caregivers
tend to underestimate ACEs among their children (Ceballo et al., 2001; Oransky et al.,
2013; Stover et al., 2010; Thomson et al., 2002). The mentioned studies were conducted
in various settings and circumstances. For example, in Child Advocacy Centers following
a child’s disclosure of sexual abuse (Oransky et al., 2013), in a school setting where
graduate students read questionnaires aloud to the youth and sent questionnaires home to
caregivers (Ceballo et al., 2001), caregivers and youth were interviewed after being
recruited from a larger study they participated in (Thomason et al., 2002), and Stover and
colleagues (2010) recruited youth and families after being referred by police, hospital
sexual abuse program, or a pediatric emergency department with 30 days of a potentially
traumatic event. Thus, contrary to the other studies, the present study was conducted in a
primary care setting with providers who are uniquely positioned to screen for ACEs since
they develop a trusting relationship with patients and their families which can facilitate
the disclosure of ACEs (Garner et al., 2012). Thus, it is possible that the caregivers who
participated in the study felt comfortable sharing sensitive information with the providers.
Additionally, the uncertainty related to the timeframe of when adolescents and
caregivers are supposed to report on could be an explanation for the non-significant
finding between mean scores. For example, there were two cases where caregivers
reported a higher ACE score for the adolescent compared to the adolescent’s own ACE
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score and both of these cases were completed by caregivers whom were not the biological
parent. Thus, there may be personal narratives that could illuminate the inconsistencies
(e.g., reporting on living conditions prior to being removed from biological parent(s)). In
addition, there were three cases where caregivers scored higher than the adolescents.
Upon further inspection, two of the caregivers are not with the adolescent’s other
biological caregiver. Therefore, there is a possibility that the caregivers reported on
events prior to the adolescents’ knowledge or on events that the adolescents were never
made aware of (e.g., caregiver abused alcohol or used drugs; caregiver was depressed,
mentally ill, or attempted suicide; caregiver went to jail or prison). The last caregiver
score that was higher than the adolescent had contradictory information between the
caregiver report and adolescent report and there may be a possibility that the caregiver
reported on themselves and not their adolescent. Of the 22 caregivers, there were 5
caregivers (22.7%) who scored higher than their adolescent, 12 caregivers (54.5%) that
scored lower than their adolescent, and 5 caregivers (22.7%) that scored the same as their
adolescent. In general, perhaps clearer instructions are needed to discern which living
situations to report on, or a way for the participant to indicate the events happened prior
to their current living situation in case of fear of disclosure.
Further, although the ACE questions from the WCA are supposed to mimic the
questions from the ACE measure, there are differences that may lead a caregiver to
respond ‘no’ and an adolescent to respond ‘yes’ or ‘unsure’. In example, a question on
the WCA asks, “Did you ever live with anyone who physically hurt you in anger,” while
the ACE measure specifically asks, “Did a parent or other adult in the household often
push, grab, slap, or throw something at you or ever hit you so hard that you had marks or
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were injured?” These two questions have the possibility to be interpreted differently. For
instance, an adolescent may potentially identify anyone in the household who has
physically hurt them whereas the caregiver report distinctly identifies a parent or other
adult. Another difference between the ACE questions from the WCA and those from the
ACE measure is adolescents have the option to mark ‘unsure’ to a question and this
counts positively towards a total ACE score, whereas the ACE measure only has the
option to mark ‘yes’ or ‘no’. These differences between the measures may have the
potential to clarify how adolescents and caregivers respond differently to a question.
Despite these differences in measures, though, self-report measures have been found to
be adequate for the evaluation of adverse experiences in adolescents and are not
indicative of overreporting of events (Duggal et al., 2000; Wagner et. al, 2006). Further,
the data may have produced non-significant results due to the limited sample size.
Limitations & Future Directions
The results of the current study should be interpreted with consideration of the
study’s strengths and limitations. Notably, our study addresses a gap in the literature by
examining concurrent reporting of self-report ACE scores in adolescents and caregiverreports of their adolescents’ ACE scores in a primary care setting with over half of the
participants identifying as people of color. Previous studies tend to solely rely on
caregiver-report to discern their adolescent’s ACE score, which is a limitation due to
studies identifying that caregivers tend to underestimate ACEs among their children
(Ceballo et al., 2001; Oransky et al., 2013; Stover et al., 2010; Thomson et al., 2002).
Despite the strength of the concurrent reporting, a limitation to the study is the potential
for sampling bias. The risk of potential reporting due to identified physical and/or sexual
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abuse from the ACE questions, may have produced a bias in the sample. Although
practitioners within a primary care setting are uniquely positioned to screen for exposure
to ACEs, the potential reporting is still a constraint of participant recruitment, and thus
the makeup of the sample. It is possible that the participants in our study may be more
motivated or able to participate than the broader clinic population (Shadish et al., 2002),
which potentially may lead to non-significant results because the participants who
participate may not report adverse experiences that would need to be reported to CPS, or
if they do report such events, the adolescent may have already reported and/or are not
living with the perpetrator. Thus, to clearly distinguish ACEs in adolescents, ACEs
should be explored for every adolescent within a clinic setting. Given this information,
the results should be interpreted with the composition of the current sample in mind.
Another limitation of the current study is the generalizability of the findings given
the makeup of the sample. More specifically, participants identified primarily as
Black/African American and from one pediatric primary care clinic located in a
metropolitan city in the southern United States. Although the inclusion of primarily
Black/African American adolescents was unique, as most of the samples in the literature
identified as White or Hispanic (Ceballo et al., 2001; Oransky et al., 2013; Shemesh et
al., 2005), it is unclear whether findings from our study are generalizable to adolescents
of other underrepresented groups and those in other geographic locations (e.g., urban and
rural areas). Therefore, authors of future studies may wish to build on the results of our
study by including such samples.
A further limitation related to the current study’s sample is the limited number of
participants. In order to help with community mitigation of COVID-19, measures such as
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shelter-in-place orders resulted in significant declines in outpatient pediatric visits
(Santoli et al., 2020). At the primary clinic where most of the data were collected, the
show rates were down to 15% of the typical show rates for adolescents. The CDC
guidelines encouraged primary care practices to use infection prevention strategies, such
as an emphasis on telemedicine visits until there was a better grasp on the pandemic
(CDC, 2020). However, despite the author of the study putting the measures on an online
survey platform to make the study more available to the restrictions related to the
COVID-19 pandemic (e.g., social worker and psychologist working remotely), most of
the participants (81.8%) completed the measures in person. Therefore, with these policies
put in place, fewer adolescents showed up to the clinic in person for visits and this
resulted in a significant decrease in the number of participants collected. Regardless of
the modification to allow participants to complete the measures online, the results of this
study should be viewed as preliminary. To elucidate the potential of significant
differences existing, more participants are needed to generalize to a broader sample
(Heppner et al., 2008; Shadish et al., 2002).
Further, the current study included only a single measure to evaluate adverse
childhood experiences among adolescents; therefore, the results of the current study must
be considered within the context of this limitation. Future studies may examine the
addition of clinical interviews to collect data on the level of exposure or timing of
exposure of an ACE event(s) in addition to obtaining rich information related to the
events reported by the adolescents and caregivers (Duggal et al., 2000). Attaining this
information will further evaluate any discrepancies between the adolescent-report and
caregiver-report of the adolescent’s ACE score.
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As literature has found that early detection and intervention of ACEs have the
potential to improve the health and well-being of children in the long-term (Burke et al.,
2011; Corso et al., 2008; Danese et al., 2009; Hughes et al., 2017; Lanier et al., 2017;
Liu, 2017), routine screening for ACEs at pediatric well-child visits in a primary care
clinic is the quintessential place for this to be done. Research has shown that screening in
healthcare settings can lead to earlier detection of mental and physical health problems,
connect youth and families with relevant referrals and follow-up care, and prevent ACEs
in youth (Bethell et al., 2017; Koita et al., 2018). Moreover, a primary care setting allows
for other practitioners (e.g., social workers, psychologists) to further assess and treat the
potential behavioral impacts related to exposure of ACEs, providing holistic care for
adolescents.
When considering policy implications, literature suggests early detection of ACEs
in youth have the potential to prevent and/or ameliorate adverse outcomes. Thus,
accurately identifying ACEs in adolescence and understanding the buffering effects (e.g.,
coping skills, psychotherapy) of protective factors can be essential to combat outcomes
related to ACEs. As mentioned previously, the estimated national lifetime economic
burden with ACEs is billions of dollars (CDC, 2012; Fang et al., 2012). The personal
suffering and societal costs justify the importance of correctly identifying ACEs in
adolescence. Given there are not differences in scores between the adolescents and
caregivers report of ACEs in an adolescent’s life, the results indicate that primary care
clinics may be a unique setting that indeed signifies providers have built a trusting
relationship with the caregivers and may be able to rely solely on a caregiver report in a
primary care setting. Furthermore, it is important to note that not every adolescent who
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identifies experiencing an ACE needs mental health treatment (Hamby et al., 2021);
however, screening every adolescent for adverse experiences allows adolescents who are
at risk of poor outcomes to be able to connect with someone and potentially negate
harmful outcomes.
Conclusion
Summarized, the findings from our study suggest that there is not a significant
difference between the caregivers filling out the ACE measure on behalf of their
adolescent compared to the adolescent’s report of adverse experiences. When looking at
the data individually, though, there are several cases where the adolescents and caregivers
report differently on the adolescent’s ACE score. However, it is possible that these scores
are the result of caregivers reporting on living situations prior to living with the current
caregiver, caregivers reporting on information the adolescent was never made aware of,
or unclear instructions. These findings are important when considering how to accurately
detect an adolescent’s ACE score. Of note, researchers may wish to replicate the current
study with a larger sample to determine how enduring the difference is between the
means scores of the adolescent- and caregiver-report of an adolescent’s ACE score.
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Table 1
Intercorrelations, Internal Consistencies, and Descriptives of WCA and ACE Measures
WCA

ACE

WCA

.70

ACE

.29

.81

Mean ±

3.00 ±

2.18 ±

SD

2.23

2.26

Note. Cronbach’s alphas are represented in the diagonal, WCA = Whole Child Assessment, ACE = Adverse
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Childhood Experiences.

Figure 1
Scores of Adolescents and Caregivers Reporting of ACEs
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Lopez, L., Davis, D. W., Jones, V., Williams, P., & Berghuis, K. J. (in preparation).
“Yes! I feel more confident” – The experiences of medical support personnel
administering and scoring a standardized developmental screening tool.
Hooper, L. M., XXX, & Berghuis, K. J. (in preparation). Parentification in early
adolescence.
Hooper, L. M., & Berghuis, K. J. (in preparation). Parentification in the United States.
Hooper, L. M., Berghuis, K. J., & XXX. (in preparation). Examining parentification
among an understudied population: An exploratory study of male college
students.
Mitchell, A. M, Kim, S. Y., Berghuis, K. J., & XXX. (in preparation). Childhood
adversity and serum cytokines in adulthood: The roles of psychological,
behavioral, and relational pathways.
REPORTS
Citizen Review Panel & Student Citizen Review Panel. (June, 2017). Citizen Review
Panels’ state fiscal year 2017-2018 annual work report. Report submitted to the
Kentucky Cabinet for Health and Family Services Department for Community
Based Services.
CONFERENCE AND PROFESSIONAL PRESENTATIONS
Paper Presentations and Symposia
Washington, A., Berghuis, K. J., Geary, M., Gonzaga, K. P., Yao, T., & Zhong, J. (2019,
October). Legacies of the Middle Passage. Symposium presented at 2019
Universities Studying Slavery at Xavier University, Cincinnati, OH.
Berghuis, K. J., Pössel, P., Marshall, A. A., Smith, E. J., Hayes, L., & Polanco-Roman,
L. (2018, August). How does discrimination make us (mentally) ill? Paper
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presented at the 126th Annual American Psychological Association Convention,
San Francisco, CA.
Berghuis, K. J., Pössel, P., Marshall, A. A., Smith, E. J., & Hayes, L. (2018, April).
(How) does discrimination make us depressed? Paper presented at the 31st Great
Lakes Regional Counseling Psychology Conference, Kalamazoo, MI.
Poster Presentations
Zeroth, J. A., Berghuis, K. J., & Salamon, K. S. (2021, April 8–9). Gender similarities
and differences in an outpatient pediatric chronic pain program [Poster
presentation]. 2021 Virtual Society of Pediatric Psychology Annual Conference.
Berghuis, K. J., Pössel, P., & Pittard, C. M. (2017, April). Examining the Relation
Between Discrimination, the Cognitive Triad, and Depressive Symptoms in Youth.
Poster presented at the Kentucky Psychological Foundation Spring Academic
Conference, Louisville, KY.
Ertl, M. M., Longo, L. M., Groth Hoover, G., Berghuis, K. J., Prout, J., Hetz, M.,
Martin, J. L., & Pazienza, R. (2017, May). High self-esteem as a potential
maintaining factor of exercise addiction among women. Poster presented at the
29th Annual Association for Psychological Science Convention, Boston, MA.
Berghuis, K. J., Martin, J. L., Martens, M. P., & Cimini, M. D. (2015, August). The
Roles of Negative Urgency and Depressive Symptoms in Alcohol-Related
Problems Among College Students. Poster presented at the 123rd annual
convention of the American Psychological Association, Toronto, ON.
Buckner, L. M., Martin, J. L., & Berghuis, K. J. (2015, August). The Role of Protective
Behavioral Strategies in Alcohol-Related Outcomes for College Students of Color.
Poster presented at the 123rd annual convention of the American Psychological
Association, Toronto, ON.
Buckner, L. M., Berghuis, K. J. (2015, August). The Role of Protective Behavioral
Strategies in Alcohol-Related Outcomes for College Students of Color. Poster
presented at the School of Education Day, Albany, NY.
Wenzel, A., Berghuis, K. J., Hillyer, C., Seiwert, M., Anderson, J., Zelazo, P., Carlson,
S. M, & Masten, A. (2013, April). Validity of Executive Function Assessment for
Early Childhood Screening in an Urban School District. Poster presented at the
biennial meeting of the Society for Research in Child Development, Seattle, WA.
RESEARCH EXPERIENCE
2016 – 2020

Research Team Member
In-School Depression Prevention Program
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Supervisor: Patrick Pössel, Ph.D.
• Collect data for the school CBT prevention program, TIM &
SARA, to reduce the incidence of depressive symptoms in a
racially and ethnically diverse group of high school students
• Identify how to improve outcome effects for prevention in
groups
• Manage, process, and analyze data to evolve program design
and implementation
2019

Research Associate
Department of Communication Sciences and Disorders
University of Louisville School of Medicine
Supervisors: Leslie Lopez, M.S.
• Assisted with data collection in three pediatric primary care
clinics on the Parents’ Evaluation of Developmental Status
(PEDS) questionnaire
• Monitored PEDS response forms to provide study feedback to
the medical staff who were implementing the questionnaire
within their clinic
• Critiqued all PEDS forms collected in study and was
considered the gold standard assessor

2018 – 2019

Graduate Assistantship
University of Louisville, Department of Counseling & Human
Development
Supervisor: Amanda Mitchell, Ph.D.
• Served as a junior research mentor to two master’s students to
advance their depth and breadth of the research process
• Reviewed manuscripts for health behavior journals
• Collected, cleaned, and analyzed data in SPSS
• Supported in the dissemination of a study through MTurk
• Created surveys on Qualtrics for a study on socioeconomic
position and self-rated health
• Reviewed IRB protocols and conducted literature searches for
a study on socioeconomic position and self-rated health
• Edited an application for the Research and Faculty
Development Grant

2016 – 2019

Graduate Assistantship
University of Louisville, Department of Counseling & Human
Development
Supervisor: Ahmad Washington, Ph.D.
• Conducted literature searches on various topics related to social
justice and culturally sensitive issues to advance research
studies (e.g., school-to-prison pipeline, redlining in Louisville,
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overpathologizing of externalizing behaviors among Black
youth, decolonization, structural racism)
2017 – 2018

Graduate Assistantship
University of Louisville, Department of Counseling & Human
Development
Supervisor: Lisa Hooper, Ph.D.
• Co-authored a literature review, an exploratory study, and a
chapter on parentification
• Performed literature searches on parentification
• Assisted with logistics and execution of data collection
initiatives
• Revised and updated student handbooks for the Department of
Counselor Education Master’s and Ph.D. programs

2016 – 2018

Graduate Assistantship
University of Louisville, Department of Counseling & Human
Development
Supervisor: Lali McCubbin, Ph.D.
• Co-authored a chapter for Macmillan Encyclopedia of Intimate
and Family Relationships
• Graded clinical case conceptualizations as a teaching assistant
for differential diagnosis, EPCY 621
• Assisted with IRB proposals
• Conducted literature searches for manuscripts and to advance
research studies
• Performed statistical analyses (e.g., multiple regression,
ANOVA, t-tests) to explore the relationships between
resiliency and various health outcome variables
• Edited manuscripts with a focus on resiliency
• Reviewed manuscripts for an international journal

2015 – 2016

Research Team Member
University at Albany, Health and Addictive Behaviors Investigative
Team,
Supervisor: Jessica L. Martin, Ph.D.
• Conducted literature reviews and co-authored a review
manuscript on college drinking that was published in Addition
Research & Theory
• Recruited subjects for study examining alcohol use and
motivations to drink among college students
• Managed and responded to project-related email for ongoing
projects

2012 – 2014

Senior Lab Technician
University of Minnesota, Institute of Child Development
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Grant Title: Promoting Executive Function to Enhance Learning in
Homeless/Highly Mobile Children
Grant: Institute of Education Sciences
Co-Investigators: Drs. Ann Masten, Stephanie Carlson, Phillip Zelazo
• Administered one-on-one child individualized support,
questionnaires, and standardized assessments to child
participants (e.g., Flanker test, Dimensional Change Card Sort,
Theory of Mind, Woodcock-Johnson, Stanford Binet) to study
executive functioning skills as a strategic target for assessment,
early childhood screening, and preventative intervention
• Built databases, managed data entry assistants, and wrote
syntax to clean data
• Administered questionnaires to parent research participants
(e.g., BRIEF, Wechsler Adult Intelligence Scale, ACEs, Life
Events Questionnaire)
• Developed systems for recruiting, scheduling, and tracking
highly mobile participants to ensure their continued
involvement in the study
• Supervised and trained undergraduate research assistants in
coding projects which resulted in hundreds of coded and easily
queried videos for reliability measures
Project Name: Validity of Executive Function Assessment for Early
Childhood Screening in an Urban School District
Funding: Fesler-Lampert Chair in Urban and Regional Affairs
Investigator: Dr. Ann Masten
• Coordinated the study and worked in cooperation with
Minneapolis Public School System to systematize their
screening assessments at multiple community sites to gather
data on school success with a focus on self-regulation skills
• Monitored transportation, organization, and replication of
hundreds of documents with confidential personal information
• Managed, processed, and analyzed data
• Administered brief measures of executive function (e.g.,
Flanker test, Dimensional Change Card Sort, Theory of Mind)
on tablets to child participants
Project Name: Ready? Set. Go!
Funding: People Serving People
Investigator: Dr. Ann Masten
•
•

Formulated databases, managed data entry, and wrote syntax to
clean data using SPSS
Administered questionnaires to child and parent research
participants aimed at understanding school success in homeless
and disadvantaged mobile children
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•

Conducted behavioral assessments with children (e.g. BRIEFP, Woodcock Johnson, NEPSY-II, WISC-IV)

Project Name: Executive Function in Learning and School Success of
Homeless and Highly Mobile Children
Funding: National Science Foundation
Investigator: Dr. Ann Masten, Ph.D.
• Interviewed homeless parents about their mental health and life
stress on themselves and their children to transcribe and
advance how to strategically target and time interventions to
promote success in disadvantaged children
• Administered a variety of standard clinical questionnaires to
parents (Tower of London Test, WAIS-IV, Stroop Test)
• Consented and administered questionnaires to child and parent
research participants
Project Name: Coding Parent-Child Interactions
• Coded over 100 videos on parent-child interactions in high risk
families using a gold-standard coding system (Family
Interaction Task Rating Tool)
• Met bi-monthly for inter-rater reliability checks for a
qualitative study examining mother-child interactions designed
to promote family interactions to understand communication
patterns
• Adapted the coding manual to discern the contexts the coding
system works for homeless and highly mobile population
2013 – 2014

Research Assistant in Adolescent Development Lab
University of Minnesota, Institute of Child Development
Supervisor: Bonnie Klimes-Dougan, Ph.D.
• Collected participant data using imaging techniques to focus on
systems known to be associated with stress/emotion regulatory
systems implicated in depression
• Participated in discussions on cutting edge research in
depressive, bipolar, and unipolar research participants
• Engaged in weekly lab meetings

2011 – 2012

Undergraduate Research Assistant in Project Competence
Research on Risk and Resilience Lab
University of Minnesota, Institute of Child Development
Supervisor: Ann Masten, Ph.D.
• Transcribed videos of parent-child interactions and categorized
research themes
• Organized and edited databases using SPSS
• Administered questionnaires to adult participants (WoodcockJohnson, WISC-IV, ACEs)
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AWARDS, HONORS, AND GRANTS
2018

Travel Grant ($350), Graduate Student Council, University of Louisville

2017

Travel Grant ($350), Graduate Student Council, University of Louisville

2015

Van Slyke and Vanderzee Scholarship ($875), Granted for academic
achievement, University at Albany

TEACHING EXPERIENCE
Instructor on Record, University of Louisville
• ECPY 605, Human Development (Fall 2018)
Teaching Assistant, University of Louisville
Masters and Doctoral Level
• ECPY 621, Differential Diagnosis and Treatment in Counseling (Spring 2018)
Teaching Assistant, University at Albany
Undergraduate Level
• ECPY 390
LEADERSHIP AND VOLUNTEER EXPERIENCE
Sept. 2018 – Great Lakes Conference – Committee Member
April 2019
University of Louisville
• Served as the student chair for the Registration and Disability
Accommodations Section
• Crafted submission and registration templates for conference participants
• Organized and ran committee meetings to complete needed conference
preparation tasks
• Communicated with other chair members to ensure all activities were
completed on time and within proper scope and budget

March 2019
Feb 2018
Jan 2018

Ad Hoc Reviewer for Journals
Journal of Health Behavior (student co-reviewer)
International Journal (student co-reviewer)
Student Interviewer for Doctoral Interviews
University of Louisville

April 2017 – Student Member – Citizens Review Panel of Kentucky Child Welfare
June 2018
Kentucky Cabinet for Health & Family Services
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•

•

Sept – Oct
2017

Provided an evaluation of Kentucky’s Cabinet for Health and Family
Services by examining how well the Cabinet adheres to its policies and
procedures, determining whether the adoption and foster care systems
are working well together, and identifying if the Cabinet is
coordinating with others in the community to serve children and
families
Prepared and published an annual report with activities and
recommendations to Kentucky’s Cabinet for Health and Family
Services

We Are Here USA, Hidden Voices Vision Wall
•
•

Planned and enacted a sexual violence awareness event on campus
Coordinated with students and faculty to promote the event and
managed members to effectively implement the event

April 2017

Psychology Bowl Facilitator
Kentucky Psychological Foundation Spring Academic Conference

Sept 2014
May 2016

Master’s Student Representative
University at Albany
• Represented master’s cohort at Division Faculty meetings by raising
student issues and communicating feedback and concerns to faculty
members
• Reported meeting minutes to students

March 2015 – Diversity Conference Committee
Sept 2015
University at Albany
•

Sept 2012 –
May 2014

Assisted with planning, organization, composition, outreach, and
advertising for free student-led conference devoted to understanding
diversity and community outreach called Campus to Community:
Culturally Conscious Research and Practice

Volunteer on Inpatient Child and Adolescent Mental Health Unit
University of Minnesota-Fairview Hospital
Supervisor: Sarah Blanchette

•
•
•
•

Provided support to children and adolescents experiencing
psychological disorders, emotional, and behavioral problems
Assisted with the design and facilitation of therapy groups
Maintained a safe and therapeutic milieu
Responded to emergency situations to maintain safety of patients
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Sept 2008 –
Aug. 2012

Volunteer on Pediatric Floor
•
•
•
•

Provided therapeutic play for child patients to improve mental wellbeing
Facilitated and organized individual and group activities to reduce
stress and increase socialization
Provided finite care to infants, children, and adolescents who needed
the extra assistance
Created an enjoyable and entertaining environment for patients by
engaging and making crafts with them

TRAININGS COMPLETED
2019

Children’s Health & Illness Recovery Program (CHIRP), University
of Louisville

2016

TIM & SARA: Cognitive-Behavioral Depression Prevention Program,
University of Louisville

2016

Safe Space: LGBT 101

2016

Screening, Brief Intervention, and Referral to Treatment (SBIRT),
University at Albany

PROFESSIONAL MEMBERSHIPS
American Psychological Association Graduate Student Member
Society of Counseling Psychology Member, Division 17
Child and Adolescent Section Member of Division 17
Society for the Psychology of Women Member, Division 35
Society of Clinical Child and Adolescent Psychology, Division 53
Society for Health Psychology, Division 38
Delaware Psychological Association
Child and Adolescent Interest Section
Association for Behavioral and Cognitive Therapies
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